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This visit was for State Residential
Licensure Survey.

Survey dates: December 29, 30, & 31,
2014

Facility number: 005729
Provider number: 005729
AIM number: N/A

Survey team:

Beth Walsh, TC-RN (December 29 & 31,
2014)

Tom Stauss, RN

Angie Stallsworth, RN (December 31,
2014)

Census bed type:
Residential: 61
Total: 61

Census payor type:
Medicaid: 58
Other: 3

Total: 61

Sample: 8

These state deficiencies are cited in
accordance with 410 IAC 16.2-5.

R000000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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R000217

Quality review completed on January 8,
2014 by Cheryl Fielden, RN.

410 IAC 16.2-5-2(e)(1-5)

Evaluation - Deficiency

(e) Following completion of an evaluation,
the facility, using appropriately trained staff
members, shall identify and document the
services to be provided by the facility, as
follows:

(1) The services offered to the individual
resident shall be appropriate to the:

(A) scope;

(B) frequency;

(C) need; and

(D) preference;

of the resident.

(2) The services offered shall be reviewed
and revised as appropriate and discussed by
the resident and facility as needs or desires
change. Either the facility or the resident
may request a service plan review.

(3) The agreed upon service plan shall be
signed and dated by the resident, and a
copy of the service plan shall be given to the
resident upon request.

(4) No identification and documentation of
services provided is needed if evaluations
subsequent to the initial evaluation indicate
no need for a change in services.

(5) If administration of medications or the
provision of residential nursing services, or
both, is needed, a licensed nurse shall be
involved in identification and documentation
of the services to be provided.

Based on interview and record review,
the facility failed to ensure a resident's
service plan was updated and reviewed
for 1 of 7 residents whose service plans
were reviewed. (Resident #121)

R000217

RE: R0217 Submission of this
plan of correction does not
constitute admission of guilt. All
residents in the facility were at
risk for the potential of harm by
such deficiency. No residents

01/30/2015
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were found to have been harmed.
Findings include: In regards to the facility's failure
) to ensure that a residents care
plan was updated and reviewed a
Resident #121's record was reviewed on review of our service plans and
12/29/14 at 11:19 a.m. The resident's the methods in which they are
diagnosis included, but were not limited reviewed and updated has been
. hasi completed and the service plan
to, expressive aphasia. has been will be updated to better
include more specific information
On 12/29/14 at 10:48 a.m., during an regarding a residents ability to
interview, Resident #121 was unable to sepd and receive comrn.umcahon
cul . bal to include areas of deficits and
artlcu. ate approprlat'e ver ? responses to aides or methods used to
questions due to a diagnosis of communicate. Also when a
expressive aphasia. When questioning resident is unable to sign he or
was framed in yes or no format the her name resident will be asked
d bl d | to make a mark of an "X" and it
resident Was a .e to adequate y. will be witnessed by a third party
communicate his thoughts and ideas. He The updated form will be
used to have a communication device, uploaded for your review. This
after the device was recommended by a form will be implemented by
h th st that aided him i month end and will be used
Speec -erapls > at aided fim 1n going forward with all new admits
communication with staff. He has not and readmits. All nursing staff
had the device for at least 3 months. He who is responsible for admits and
described using the device to aid his readmits will be trained on the
cati ith staff and the devi use of the new forms. The
communication _Wl statl and the device Director of Health Services or her
was helpful to him. designee will be responsible for
following up on all new admits
A physician's order, dated 4/21/14 and readmits to double check that
indicated Resident #121 was to recei all documentation is in order and
cated Reside ) was fo recerve that all new orders have been
speech therapy services. followed through with. This is to
be completed within 24 hours of
A physician's certification, dated 12/3/14, the admit or readmission.
indicated Resident #121 had a "...need for
communication device..." and had
"...extremely limited communication..."
related to a previous stroke and aphasia
State Form Event ID: BNXX11 Facility ID: 005729 If continuation sheet Page 3 of 15
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(communication impairment).

A speech therapy evaluation, dated
4/25/14, indicated Resident #121 had
significant speech limitations due to
expressive aphasia. The assessment
described how the resident was not able
to accurately communicate his needs
verbally, but was able to use gestures,
point, and indicate some yes or no
answers.

A 5/8/14 speech therapy progress note
indicated the therapist introduced a
"Augmentative Communication device"
(a communication tool) to Resident #121.
The resident was instructed on how to
use the device to express
"wants/needs/activities". The assessment
indicated the resident was "excited
regarding AAC (electronic speech
assistive tool) device" the DON
(Director of Nursing) and ADON
(Assistant Director of Nursing) were
educated on the device.

A 5/9/14 speech therapy progress note
indicated Resident #121's mother and
facility nursing and housekeeping staff
was "educated on AAC device" and
indicated how the "AAC device will
(increase) communication."

A 5/27/14 speech therapy progress note
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indicated Resident #121 utilized a
communication device "...to report
today's (sic) events..." The resident was
able to identify what he ate for lunch
independently with the use of the
communication tool.

Resident #121's service plan, dated
3/24/14, did not indicate Resident #121
had a communication impairment.

A document for Resident #121, titled
"Service Plan Record of Review"
indicated Resident #121's service plan
was reviewed on 3/24/14 and 9/24/14.
The resident's signature was not listed in
the "Resident Signature" area on the
3/24/14 and 9/24/14 service plans.

On 12/29/14 at 12:44 p.m., during an
interview, Dietary Aide #6 indicated
Resident #121 did not use a formal
communication aid. Staff would
continue to question the resident and
provide specific choices for which the
resident could reply yes or no.

On 12/30/14 at 10:31 a.m., during an
interview, the DON indicated Resident
#121's had occasionally used a
"communication board" which contained
pictures with short descriptions of
emotions or ideas, and had temporary use
of an electronic communication tool
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which helped the resident communicate
his thoughts, ideas, and needs. The
resident's service plan should have been
updated to reflect his need to use
communication aids and to describe his
communication challenges. She was not
sure what happened to the
communication board or why staff was
not aware of its use. The facility
reviewed service plans with residents or
family members and would have the
family member or resident sign the
service plan. The DON was unable to
provide evidence that Resident #121's
service plan was reviewed with the
resident or a family member.

On 12/30/14 at 12:19 p.m., during an
interview, LPN #3 indicated she was not
aware of any formal communication aid
used for Resident #121. Staff would
provide choices for the resident to choose
from and the resident could communicate
his needs and preferences by identifying
from the choices.

A facility policy on service plans, dated
December of 2003 and titled
"EVALUATION OF INDIVIDUAL
RESIDENT NEEDS" indicated the
facility "...shall identify and document
the services provided to the resident by
the facility, in the form of a service
plan..." and "...The services offered shall
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record review, the facility failed to
provide documentation of physician
notification for drug
administration/physician's order of a
medication a resident had a documented
allergy to. The facility also failed to
follow physician's orders to monitor
blood pressure and heart rate prior to
medication administration. This had the
potential to affect 2 of 5 residents
reviewed for physician's orders.
(Resident #232 & #224)

Findings include:

1. The clinical record for Resident #232
was reviewed on 12/29/14 at 12:07 p.m.
The diagnoses for Resident #232
included, but were not limited to,
traumatic brain injury, dyspena, chronic
obstructive pulmonary disease, and
fibromyalgia.

plan of the correction does not
constitute an admission of guilt.
All residents in the facility were at
risk for the potential of harm by
such deficiency. No residents
were found to have been harmed.
In regards to the facility's failure
to provide documentation of
physician notification for a drug
administration/physician order of
a medication a resident had
documented allergy to and in
regards to the facility failing to
follow physician's orders to
monitor blood pressure and heart
rate prior to medication
administration. Corrective actions
taken for resident 232 were as
stated in the survey, an order was
obtained from the doctor to d/c
the allergy due to the fact that the
resident had been taking the
medication for quit some time
without any adverse effects or
allergy symptoms Corrective
actions for resident 224, for this
resident an order was obtained
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be reviewed and revised as appropriate..."
and "...The agreed upon service plan shall
be signed and dated by the resident..."
R000247 | 410 IAC 16.2-5-4(e)(7)
Health Services - Deficiency
(7) Any error in medication administration
shall be noted in the resident ' s record. The
physician shall be notified of any error in
medication administration when there are
any actual or potential detrimental effects to
the resident.
Based on observation, interview, and R000247 RE: R0247 Submission of the 01/30/2015
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from the doctor to d/c this nursing
During a medication administration home doctors order for d"’,"ly
. . blood pressure checks prior to
observation with LPN #3., 9n 12/29/14 at administering medication due to
11:32 a.m., LPN #3 administered the fact that this resident has
oxycodone/acetaminophen (Percocet-pain been taking this medication for
medication) 10/325 milligram to over 2 years and monthly blood
Resident #232 pressures readings have shown
esident : that the resident bp has been
controlled with the current
A Resident Information sheet located in medication In and effort to
the clinical record indicated Resident prevent this from hap[:)enlng
430 lleroi P again or to prevent this from
was allergic to Percocet. happening to any current
residents, several new items will
The October, November, & December be put in to place 1. Currently all
Physician's Orders indicated Resident residents records are undergoing
4732 had 1 ‘hoph a review of medication
ad an allergy to acetaminophen, administration protocol for both
hydrocodone, and oxycodone. The prescription and non prescription
Physician's Orders also indicated an order drugs for each resident are
for oxycodone/acetaminophen (Percocet) accurate and up to date, a review
10/325 milli to be taken 4 6 for allergies, if it is found that any
mitiigrams to be taken 4 times a medication is being given that
day. contains an allergen to a resident
, that resident's doctor will be
The November MAR (medication |mmed|tattely.trr1]ot|fled ?nd ath
.. . . . request to either continue the
administration record) indicated Resident mg:ijication ;n ddlc thIeL;IIergy
#232 received PeI‘COCCt 1 1/1/14'1 1/30/14, orto d/C the medication and
as ordered. follow up orders will be
requested. all charts will be
.- . marked with an allergy alert
The Dece@ber MAR indicated Resident sticker, the pharmacy has been
as ordered. has been made for the pharmacy
to notify the facility if a
. . . . . ipti t directly t
During an interview with the Director of prescription was sent directly to
) the pharmacy from the doctor and
Nursing (DON), on 12/29/14 at 1:50 a medication is found to have an
p.m., the DON indicated the facility allergen and if the pharmacy
addressed the documented allergies and receives clarification of an order
State Form Event ID: BNXX11 Facility ID: 005729 If continuation sheet Page 8 of 15
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the medication administration/order with from the doctor that they forward
a Physician "awhile ago" and the DON a copy of said clarification with
. the prescription delivery. 2 all
was unal?le to furt.her provide an residents will be addressed in the
explanation of a timeframe. next resident council meeting with
a request to deliver all new orders
A Physician's Order, dated 12/31/14, from any t‘"f’fCTOFS V::'tt tf’ the
. . . . nursing staff immediately upon
indicated an order for discontinuation of return to the facility after their
Resident #232 allergy to Percocet and appointment 3 written
"Codone." The Physician's Order was communication will be mailed to
provided by the DON on 12/31/14 at all residents and their responsible
12:05 parties again requesting that all
-02 p-m. orders from doctors visits be
delivered to the nursing staff upon
On 12/31/14 at 12:10 p.m., the DON return to the facility A new
indicated she was unable to locate tracktlng do(;:unl:letr;t has lbeen od
. . . . created and will be implemente
documentation of Physician notification by month end for all new admits
of a documented allergy to and readmits and new orders
oxycodone/acetaminophen. The DON delivered to the facility going
further indicated it was hard to keep track forward A copy of the nursing
fResident #232's orders b admit/readmit assessment record
o .es1 en § orders e?a.use form has been uploaded for your
Resident #232 changes Physicians often. review, This form will create a
mode for follow up on all new
2. The clinical record for Resident #224 ?rd?rstazsztme” asb\/ltals Ii)'e: Sh;ﬂﬁ
. ] or firs ours by multiple sta
was rc?Vlewed on 12/2?/14 at 1:37 p.m. . The Director of Health Services
The diagnoses for Resident #224 or her designee will be
included, but were not limited to, responsible for the auditing of the
congestive heart failure, acute renal new azse:.smegt recsjor(.its for all
. . . new admits and readmits, or new
failure, and diabetes mellitus. orders received with in 24 hours
to double check that all
A Readmission Physician's Order, dated documentation is in order and
12/23/14, indicated metroprolol succinate ]Ehﬁ‘t all (?er‘:v ordz;rs h:vi:een .
o ollowed through with. This is to
ER 25 mg (mllhg?ams) tab was to be be completed within 24 hours of
given every morning and to hold the the admit or readmission or
medication for a blood pressure less than receipt of new orders. All nursing
110 or a heart rate less than 60. staff will be trained on the proper
State Form Event ID: BNXX11 Facility ID: 005729 If continuation sheet Page 9 of 15
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use of the form during a
The December MAR indicated Resident mandatgry meeting on 2/3/2015 .
L There will also be a monthly audit
#224 was administered metroprolol conducted by the director of
12/24/14-12/29/14. No blood pressures health services or her designee
or heart rates were noted on the MAR. on the monitoring of medication
administration and allergies and
. . . . service plans as well as
During an interview with the DON, on monitoring of medication
12/29/14 1:51 p.m., the DON indicated a administration . this monthly
blood pressure and heart rate were not audit will continue indefinitely.
required prior to administration of th|§ audg thrl1l balgnpf)nltored and
. review e
metroprolol. The DON further indicated y
there might be another sheet with vital
signs, if someone "caught" the order.
On 12/31/14 at 10:12 a.m., the DON
indicated blood pressures or heart rates
have not been obtained prior to
administration of metroprolol since the
Resident has been on the medication.
The DON further indicated she requested
an order to discontinue the order for a
blood pressure and heart rate prior to the
medication administration.
R000273 | 410 IAC 16.2-5-5.1(f)
Food and Nutritional Services - Deficiency
(f) All food preparation and serving areas
(excluding areas in residents ' units) are
maintained in accordance with state and
local sanitation and safe food handling
standards, including 410 IAC 7-24.
Based on observation, interview, and R000273 RE:0273; Submission of this plan 01/30/2015
record review, the facility failed to ensure of correction does not constitute a
. . . admission of guilt. All residents
kitchen utensils were kept from being have the potential of harm, no
stored inside bulk food containers of residents were found to have
State Form Event ID: BNXX11 Facility ID: 005729 If continuation sheet Page 10 of 15
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sugar and flour. been harmed. To correct this
matter, all scoops have been
.. . . removed from the kitchen and
Findings include: replaced with long handled
measuring utensils. An all staff
On 12/30/14 at 10:58 a.m., during an in-service was conducted on
observation of the kitchen, two bulk food 1/23/2015 b),' the HFA and. Al
. . staff present including all dietary
items (sugar and flour) had clear plastic staff and dietary manager have
scoop utensils lying inside the sugar and now been re-trained on the
flour products. They were being stored proper method of storage of and
in clear plastic containers. measuring of bulk staples such
as sugar and corn meal to also
include the cleaning and storing
On 12/30/14 at 11:01 a.m., during an of measuring utensils and
interview, the Dietary Manager indicated all single use items. Staff who
scoop utensils should never be left inside were not in attendance will also
bulk food it tensil d be in-serviced on the above by
any bulk 100d riems as ufensils cou 1/31/2015. The Dietary Manager
potentially cause contamination of those will be responsible for auditing
food items. She indicated the correct of the deficient practice to ensure
procedure was for a scoop to be used in a that it does not happen again This
bulk food it dth hed and will be done one to two times a
u. 00_ ttem an. en washe ap week for 6 months. After 6
dried prior to reusing the scoop with any months this will continue to be
other food item. She also indicated the audited once a week indefinitely
facility does not have a policy regarding by the dietary manager. This
Keepi tensils in bulk food it will be monitored by the dietary
ceping utenstis i bulk tood rems. manager on an ongoing basis.
On 12/31/14 at 9:57 a.m., the
Administrator indicated kitchen utensils
should never be left inside bulk food
items.
A facility policy, undated and titled
"Food Storage" indicated "Facility will
refer to the Retail Food Establishment
Sanitation Requirements Title 410 IAC
7-24"
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R000382 | 410 IAC 16.2-5-11.1(f)
Mental Health Screening - Noncompliance
(f) Each resident with a major mental iliness
must have a comprehensive care plan that
is developed within thirty (30) days after
admission to the residential care facility.
Based on interview and record review, R000382 RE: 0382; Submission of this 02/27/2015
the facility failed to create a plan (.)f correction does not
. . constitute an admission of guilt.
comprehensive care plan with All residents had the potential to
interventions for a resident with the have been harmed. No residents
diagnosis of a major mental illness. This were found to have been
had the potential to affect 1 of 7 residents hgrmeq. Corrgctlve Action fgr
. . . this resident will not be possible,
reviewed for service plans. (Resident this resident was hospitalized at
#129) the time of survey and due to
the his recent decline in health,
Findings include: the resident was transferred from
the hospital to a nursing home
and will not be returning to our
The clinical record for Resident #129 was facility as his level of care is now
reviewed on 12/31/14 at 11:00 a.m. The beyond our scope of care for this
current diagnosis included, but were not Lamhty For aIII otther r,es'de”(tjs in
limited to, bipolar effective disorder, ug::?eao?(;:r?/ii :F:;\:::Vtvoﬁ: clude
psychosis, anxiety, altered mental status, specific assessment as
and acute encephalopathy. "Individual Needs Assessment
/Comprehensive Service Plan " (
A Service Plan, dated 1/19/14, indicated, ;ontzzjgfmzﬁzdhgstgesment has
"...K. Individual Needs Assessments diagnosis)This will be completed
(complete only if resident has a major if needed along with a new
mental health issue): Major Mental service plan Al current
Health Diagnosis: Depression, Psychosis :gi:g\?vr:j :i;vf: dp;ltaer;s own”; be
Mental Health Provider: [Name of quarterly basis, and also at return
Provider], Social Needs and Preferences: from a hospital stay,
[area left blank]...., N. rehabilitation, nursing home stay
Behaviors/Interventions/Outcomes/Reco or any time there is a ch'ange n
mental status, changes in
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mmendations: NONE..." interventions or changes in over
An Evaluation of Needs/Service Plan all health that requires an update
.. . . due to change in needs or
indicated the Service Plan was reviewed alterations in services. It will also
on 6/20/14 and 10/21/14. be reviewed and updated upon
the of resident, family, per
A Medication Self Administration goctorsdorlc.igrs ”or anytime but
L eemed clinically necessary , bu
Assessment, dated 1/19/14, indicated no less than quarterly This audit
Resident #129 was to self administer his will be conducted by the director
medication. The Quarterly of health services or her trained
Re-Assessment, of the Medication Self dleSIQHE.e hthgllupdatgd Iszrvntche
.. . plan which will now include the
Admmlst.rat{on Assessment da‘.[ed comprehensive care plan will be
4/16/14, indicated,"...Res [Resident] has reviewed with the resident and/or
hallucinations [symbol for and] their responsible representative
psychosis-was not taking meds on his atnc:fsllgned and \{:tntetis t;]y (:'n'fal
.. staff To ensure that the highes
own. MD [Phys1?1an] order to have NSG possible level of quality
[Nursing] staff give meds..." The assurance is being provided,
Quarterly Re-Assessment, of the these audits will continue in an
Medication Self Administration !'e(gj:]u]l.ar.lty longTIng faSZIOP "
.. indefinitely. In regards to the
Assessment dated 7./10./14, 1nd10.ated, facility failing to have created a
"...Same med [medication] admin comprehensive care plan with
[administration] plan..." The Quarterly interventions for a resident with
Re-Assessment, of the Medication Self the diagnosis of a major mental
Administration A t dated illness. Our residents Evaluation
minis .ra 1'on ssessmen a'e Service Plan has been updated to
10/2/14, indicated, "cont [continue] same include a more specific individual
med admin plan..." needs
assessment/comprehensive care
. . . . plan to be completed if the
An 11.1terV1ew with the Director of resident has a diagnosis of
Nursing (DON) was conducted on a major mental illness. All
12/31/14 at 11:50 a.m. The DON current resident service plans will
indicated Resident #129 was self be rewek\]/ved and if neelded t‘:]leb
administrating medication until he was comprenensive care plan will be
) added . This review and update
sent to the hospital for an "overdose." of all current residents service
The DON further indicated after the plans will be completed by
hospitalization, the facility began to 2/10/2015. This new form will be
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administer the resident's medication used for all new admits going
because several medications were found fngard ) and at anyhme a
X . , diagnosis of a major mental
in Resident #129's room after he was sent illness is given A training session
to the hospital. The DON indicated she is scheduled for all nursing staff
was unsure of when the non-administered on 2/3/2015. All nursing staff will
medication was found in the resident's be tramgd on the proper use and
completion of form The Director
room. of healthcare services or her
designee will be responsible for
On 12/31/14, at 1:12 p.m., the DON ensuring that plans are kept
indicated she was unaware a service/care CL.Jrrent and up to date The'
: ded ad behavi d Director of Healthcare Services
plan was needed to address behaviors an will be responsible for tracking
diagnoses for a resident who was a each and every update and
recipient of [Resident #129's insurance] review is completed and reviewed
and had a major mental illness. The DON with thelglllent and ortthtgzlr T
. : responsible representativeTo
1gd1cated Re51dent. #129 do.es h.ave.a ensure that the highest possible
history of "pocketing" medication in level of quality assurance is being
which the behavior should have been provided, these audits will
addressed on the service/care plan. continue in an regularly ongoing
fashion indefinitely. . A copy of
o o this has been uploaded for your
The Administrator indicated on 12/31/14 review
at 1:56 p.m. the facility has had several
concerns with Resident #129 not taking
his medication as ordered and the facility
needed to start administrating
medications to the resident.
The policy, "EVALUATION OF
INDIVIDUAL RESIDENT NEEDS," no
date, was provided from the
Administrator on 12/31/14 at 11:00 a.m.
and indicated the following:
"...Assessments will address the resident's
physical/mental status, independence
with activities of daily living and weight.
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Assessments will be completed by a
licensed nurse. For residents who have
opted to self-administer medication(s), a
specific assessment germane to the same
will be utilized, as delineated in the
policy regarding the resident's right to
self-administer medication(s). Upon
completion of an evaluation/assessment,
the facility, using appropriately trained
staff, shall identify and document the
services provided to the resident by the
facility, in the form of a service plan..."
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